Case 3 is a rare congenital abnormality of the inner ear which usually presents as recurrent meningitis. This abnormality is now well documented.4 It should be suspected as a cause of recurrent meningitis in a child who has a sensorineural deafness. The presence of fluid behind the tympanic membrane should make one suspicious and the diagnosis can be confirmed by tomograms of the inner ear. The CSF fistula is from the fundus of the internal auditory canal into the vestibule of the inner ear and from there into the middle ear through a defect in the stapes footplate. The simplest and safest way to close this defect is through the middle ear.
Several devices have been produced, but displacement of the endotracheal tube remains one of the most common problems in neonatal nurseries. Despite its obvious disadvantages many units still prefer the security obtained by driving a large safety pin through the tiny endotracheal tube as it crosses the infant's mouth.
A device should possess the following features: (1) The grip should remain secure without occlusion of the endotracheal tube in the warm, mucusy mouth of the infant. (2) It should be able to be fixed simply from the side of the tube and allow adjustment without having to be detached from the ventilating machine. (3) It should be suitable for all sizes and types of tube used in the newborn. (4) Small loose parts which could be swallowed or inhaled should be absent. (5) With these in mind a device has been designed in flexible polyvinylchloride (PVC). It has been tested and modified in use, until a shape has been arrived at which suits the nature of the material, the manufacturing process, and the clinical requirements.
Nature and use of the 'Rottenrow device'
The device is made of PVC. The endotracheal tube strap is perforated at 2 mm intervals by 2 mm holes. The stainless steel peg is two-thirds embedded in the PVC pillar (Fig. 1 ).
Instructions
The endotracheal tube is introduced into the infant's airway in the conventional manner. While it is supported in position by the hand in the angle of the mouth, the device, with the endotracheal tube strap open, is brought up from the side and placed so that the tube lies snugly in its groove and the narrow part of the face strap is closely applied to the upper lip. The endotracheal tube strap is then stretched round the tube and fixed with moderate tension to the steel peg. The tube must then be checked to make sure it is held firmly without occlusion. The face strap may be secured directly to fis% the cheeks with strip adhesive, laid on a piece of two-way adhesive, or fixed to a cap on the infant's 4,,(2) + (g) head by means of cotton tapes (Fig. 2) .
Comment
The elasticity of the endotracheal tube strap allows a firm grip to be achieved on the tube while the presence of the groove prevents its occlusion. The PVC clings well to the tube even if it is warm and slippery.
,4-(6fi)
By adjusting the tube strap any of the neonatal sizes of the endotracheal tube can be accommodated grip and endotracheal tube occlusion is reduced. (6) 
